[May 16, 1946] Lichen Sclerosus.-GODFREY BAMBER, M.D.
T. G., aged 14. The first lesions on this girl's skin appeared two and a half years ago on the front of the left hip and on the back of the right thigh, and a little later on the fronts of the ankles. Later lesions developed near the point of the right elbow, and over the left scapula. These lesions were said to be white and slightly scaly. About six months ago white lines began to show on the outer side of the right arm. The general health has been good.
The appearance of the larger plaques when I first saw her in January last had been altered by treatment with thorium X, but that of some of the smaller lesions was characteristic of lichen sclerosus, a white shiny surface with some scaling and pitting.
The linear lesions on the arm are an unusual feature of this condition. The finest looked nothing more than thin lines of depigmentation, but when some of the wider ones were examined with a lens the surface looked somewhat shiny and a little atrophic. So far no scaling has developed on these linear lesions.
Histology.-A piece was removed from the lesion near the right elbow, and the section confirms the diagnosis. POSTSCRIPT (21.8.46 ).-When the patient was seen recently the linear lesions were less apparent.-G. B.
Dr. W. Freudenthal: It would be worth while to examine these fine streaks histologically.
Dr. F. Parkes Weber: I think that one ought to call these cases "morphoeic sclerodermia of the lichen sclerosus et atrophicus type". I think these cases represent a variety of morphoeic sclerodermia and that "lichen sclerosus et atrophicus" is a more recent term which should not be allowed to displace the older and more inclusive term, "morphceic sclerodermia".
Dr. A. C. Roxburgh (chairman): The question seems to be whether lichen sclerosus is essentially an atrophic lichen p'anus or a scleroderma. The evidence seems to be accumulating that it is more of a scleroderma than a lichen planus.
Calcinosis Circumscripta.-GEOFFREY DUCKWORTH, M.R.C.P., and M. GROSSMANN, M.D. Mrs. M. C., aged 50. Since March 1945 has complained of swollen and painful finger tips; lassitude; "rheumatism" in the knees; and indigestion occasionally. For fifteen years the fingers have exhibited Raynaud's phenomenon when exposed to cold, even of a mild degree.
On examination.-The tips of the fingers are seen to be enlarged, and shining through the epidermis are irregularly shaped whitishim`cul-es of a faiirly hard consistency. These are present also on the inner side of the little finger of the left hand. They are made much more prominent by squeezing the adjoining tissues. On the right knee, in front, is a red patch of chronic eczema. There are no signs of scleroderma, or dysphagia.
One of these painful white nodules ulcerated through the skin. Another was excised and found to consist of lime salts (the carbonate and phosphate of calcium). A biopsy, revealed a curious picture-deep in the cutis was an epidermoid cyst of the implantation type, extending to the surface ( fig. 1 
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Why such a condition should occur is not known, but there is an interesting account of the pathogenesis in a paper, Cutaneous and Subcutaneous Calcinosis, by F. R. B. Atkinson and F. Parkes Weber (1938) Brit. J. Derm., 50, 267.
Dr. M. Grossmann: The X-ray appea,rances of Dr. Duckworth's case are typical of calcinosis circumscripta (hypodermolithiasis, Kalkgicht).
There are dense granular opacities in the soft tissue shadows, chiefly of the terminal phalanges, surrounding the tufts (lateral views show that the opacities -are situated on the flexor aspect).
Similar small nodular opacities are present at the radial aspect of the middle phalanges of the right index and middle finger ( fig. 2 ). A linear, partly lobulated calcium deposit is shown at the radial aspect of the right little finger and irregular calcifications at the radial aspect of the middle phalanx of the left index and the proximal phalanx of the left little finger.
The soft tissue shadows of the hands -show no other abnormality of note. The metac.arpophalangeal and interphalangeal joints show very slight lipping of the joint surfaces, suggesting early osteo-arthritic changes.
T.here is no other bony abnormality noted, in particular no evidence of absorption of the cancellous tuft of the phalanges nor any osteoporosis.
These radiological appearances may be produced by: Thrombo-angiitis ob.literans, Raynaud's disease, sclerodermia, sclerodactylia.
Some authors have observed similar deposits in lupus vulgaris and erythematodes.
Other sites should be examined as similar opacities may be present about the elbows and knees.
Dr. Grossmann showed slides of a case where calcareous deposits were found in the hands of a woman, aged 56, suffering from syringomyelia. This patient developed Morvan's disease of the right hand; in 1941 a whitlow of the tip of the right middle finger was opened and chalky material removed ( fig. 3 ).
In March 1946 the patient attended again for a recurrence of the swelling of the finger.
The radiograph of her hands shows some osteoporosis of the joints with osteo-arthritic changes, but no radiological evidence of such changes as are commonly observed in neuropathic joint lesions with disorganization of the articular surfaces. There is, however, an osteolytic process of the tufts of the terminal phalanges of the left index and ring finger and the right index and little finger giving them a short and pointed ,appearance caused by partial absorption commencing distally. Extensive calcification is present in the palmar aspect of the terminal phalanges of most of the fingers of the right hand and of the proximal phalanx of the thumb. The distal interphalangeal joints of the left thumb, index and middle finger and the tip of the left little finger show minute calcified deposits.
Calcification in neuropathic joints may appear near the affected joints but is rarely seen in the tip of the phalanges.
Dr. F. Parkes Weber: Some of the earlier cases of cutaneous and subcutaneous calcinosis were published by myself, with or without other doctors. Dr. Duckworth's and Dr. Grossmann's cases are to my mind examples of calcinosis in the fingers occurring in individuals with Raynaud-like symptoms in the hands-i.e. patients subject to "dead fingers." Both patients (including the one with syringomyelia) have had recurrent Raynaud-like symptoms. The commonest type of calcinosis in the fingers is that associated with the sclerodactylia type of scleroderma, which is nearly always accompanied (at some stage) by Raynaud-like symptoms. The rare cases of Drs. Duckworth and Grossmann help to illustrate the whole subject of 'finger-calcinosis.
Dr. H. D. Haldin-Davis: I should like to know whether there was any calcinosis around the olecranon. About thirty-five years ago I had a case of a youngish woman with calcification of the fingers and around the olecranon. That case was also seen by Dr. Parkes Weber. She died not long afterwards, although apparently a healthy woman at the time I saw her.
Dr. F. Parkes Weber: I have no doubt that I could find amongst my notes and cuttings the case to which Dr. Haldin-Davis has alluded, but I have got a large collection. Perhaps I may be allowed to add a word about t-he so-called dermoid cyst in the finger. I canno, admit that it is a dermoid cyst in the ordinary sense of the term. I should explain it as a necrobiotic change accompanying and preceding the calcareous deposition. Without that change the calcare-ous deposit would not be present. The necrobiotic change permits the deposition of calcium salts. After a time the necrobiotic tissue becomes actually necrotic, not merely necrobiotic, and as a foreign body becomes surrounded by a fibrous capsule. Ultimately the calcareous material may be extruded like a foreign body or the uratic contents of a gouty tophus.
Telangiectasia Macularis Eruptiva Perstans.-G. B. MITCHELL-HEGGs, F.R.C.P., and K. D. CROW, M.B. Man, aged 47, clerical worker. His condition commenced in 1928, when he noticed an eruption of purpuric-like lesions around the ankles. These faded and left persistent brownish-red stains, involving later his legs, thighs, abdomen and a few on the arms. Fresh lesions had erupted and the patient thought that at different times some of the older lesions became redder. He had a severe gum infection.
He was seen by Dr. Mitchell-Heggs in February 1946 and it was then considered that the essential lesion was a telangiectasia rather than a pupura. He did not take any drugs. He had had pulmonary tuberculosis, but had had no gold therapy for it. There was no family history of telangiectasia or other haemorrhagic disease. When first seen he had a generalized eruption consisting of telangiectatic areas and other orange-red or even brownish macules about 1 or 2 mm. across. At no time was urtication demonstrated, and the blood-count was normal, as were the clotting and bleeding times. A biopsy showed perivascular 'infiltration in the upper part of the corium.
Dr. F. Parkes Weber: As regards the diagnosis, I agree that this is a case of what I thought ought to be called "telangiectasia macularis eruptiva perstans," but it is a very rare type.
The ordinary cases are in very fat, florid women, and the symptoms appear rather later in life than in this man. Osler, however, published a case in a male which was probably of this kind, but under quite a different name. Anyhow, there are ra,re cases in men, probably commencing at a younger age than those typical ones in women. I would like to emphasize the complete absence of urtication in the present case and I am looking forward, of course, to the biopsy report in regard to tissue mast-cells in the lesions. In 1943 a medical student aged 23 came to see Dr. Mitchell-Heggs complaining of increasing baldness. He had thin wiry hair, and there were areas where the hair was completely absent. He also had diffuse thin eyebrows. On examination of the hair it was found that deeper down in the follicle there was in fact pus. The hairs were fairly formed, but bacteriological examination showed a pure growth of Staph. aureus which was sensitive to sulphathiazole but quite insensitive to penicillin. The hairs and scalp were examined for favus, but this was negative. Hie was given a course of sulphathiazole four-hourly for seven days, and from that time until a month or two ago he had used simple sulphur ointment, which brought about improvement, and up to the present time he had had no further extension and no further hair loss. I might add that last weekend he spent two davs sun-bathing, following which he got a dermatitis on his face and neck which has since subsided. It was thought that that was due to photo-sensitivity from his sulphonamide.
Bowen's Disease associated with Anaplastic Carcinomatous Tumour.-G. B. MITCHELL-HEGGS, F.R.C.P., and K. D. CROW, M.B. Woman, aged 57. In 1936 she developed an irritating rash, so-called, on the inner aspect of the left thigh, and this gradually extended until in 1942 a lump developed in the centre of it. As far as we can gather, the lesion was composed, in the first place, of rather small nodules. About this time she had a lot of crusting, and the crusts when removed showed oozing and bleeding underneath. She was admitted to hospital in 1945 and the tumour was excised from the centre of the lesion and an inguinal lymph gland which was enlarged was also removed. The biopsy from the tumour in the middle of the lesion and the lymph gland both showed anaplastic squamous carcinoma. Her Wassermann reaction was negative, and there was nothing relevant in her previous history. This case has been shown for views on the most suitable treatment, but the treatment which has been contemplated is a wide excision followed by skin-grafting.
Histology MILNER, M.D. I have shown these two cases to draw attention to certain similarities which suggest that they are not separate entities. They and also the condition known as perifolliculitis abscedens et suffodiens may, I think, be regarded as complications of a primary destructive folliculitis typified in its mildest form by folliculitis varioliformis.
Both cases suffered from acne vulgaris for some vears prior to the onset of the scalp condition and, in each case, after development of the scalp condition, the acne vulgaris became quiescent. Both exhibit cribriform scars and indurated nodules; in the former case, pitted scars and, in the latter, nodules predominate. The early lesions of both conditions consist of brownish-red papules pierced by hairs which develop into sluggish pustules capped by scales. Perifollicular spread is common to both and demonstrated by confluent pitted scars in the former and by hypertrophic fibromatous nodules and inter-connecting bridges in the latter.
The section from the case of dermatitis papillaris capilliti displays marked folliculitis and perifolliculitis with a deep-seated fibromatous reaction in the corium. I have shown this case in antithesis to the other two. Seborrhceic sycosis does not form follicular scars on healing and does not oocur apart from seborrheeic dermatitis or a history of a recent attack of this disease. The inflammatory process is latrgely perifollicular and not destructive of the hair follicles. The infecting agents, staphylococci, are the same in both seborrhoeic sycosis and destructive folliculitis of the scalp. The seborrhoeic factors seem to protect the follicles in some way not understood. The alopecia pityroides, so called, often found in association with acne vulgaris and seborrhoeic conditions, is more probably due to endocrine disorder brought about bv overactivity of the sex glands and will usually respond to stilbaestrol. The seborrhoeic condition is probably coincidental rather than causative in this form of alopecia.
Dr. C. H. Whittle: I showed a case in an Italian prisoner of war a year ago which I think would probably be classified as a cicatricial sycosis. The appearance in the hair margin was very similar to that seen in one of Dr. Milner's cases. It had resisted all forms of treatment for years, but one of the members at the meeting siuggested penicillin locally, and this was tried. The patient, who lives at a distance. writes gratefully to say that the local application of penicillin cream clears up the condition quickly, but it does not remain clear for very long without further treatment.
Parapsoriasis.-BRIAN RUSSELL, M.D.
A married woman, aged 39, with a non-irritating rash on the calves and forearms which began in the summer of 1944, later spreading to the arms and thighs. She attributed it to emotional disturbances in connexion with flying bombs. On examination, the almost confluent, slightly scaly discs on all limbs, some showing depressed yellow adherent scales, do not give any bleeding points on scraping. There is no family history of psoriasis and the blood Wassermann and Kahn reactions are negative. The lesions improved very slightly with ultraviolet light therapy. The diagnosis of parapsoriasis is made because of: (1) Complete lack of irritation; (2) the presence of scaly, somewhat psoriasiform lesions but withoutjbleeding points on scraping; (3) a distribution not typical of psoriasis; (4) lack of involvement of the nails and scalp; and k5) the intractability of the condition which has responded little, if at all, to ultraviolet light or olther treatment.
The patient is anxious about her condition and suggestions as to treatment would be welcome.
Dr. Parkes Weber: This case is one of "parapsoriasis" as a symptom-term, in the, sense that the clinical -appearance is somewhat like psoriasis. I suggest that in this patient the condition is really one-of true psoriasis, though symptomatically somewhat atypical, and that treatment -should be carried out in accordance with this view.
Lichen Planus Atrophicus.-BRIAN RUSSELL, M.D.
The patient is a soldier, aged 25, with an irritating circular lesion on his right breast of ten months' duration. which previously had been treated with iodine. On first examination of the polycyclic depressed bluish area, with comedo-like plugs in several follicles and with a pink, slightly scaly, raised edge, tinea circinata was excluded micro-,scopically and a tentative diagnosis of erythema annulare centrifugum or of erytheme fixee was made. There was, however, no history of ingestion of phenolphthalein or other drugs liable to produce the latter eruption. On his second attendance a solitary papule of lichen planus was found on the front of the wrist. The patient also now shows annular lesions on the left shoulder and on the penis, without pigmentary changes on the latter. Mucosce are normal. The Wassermann and Kahn reactions are negative. The section supports the diagnosis of lichen planus atrophicus et annulare, revealing hyperkeratosis, thin short rete-pegs, acanthosis, some separation of the epidermis from the dermis, and fibrotic changes round the skin appendages.
Dr. Parkes Weber: I think the case should be termed one of lichen planus annularis atrophicus, and that one should not omit the word "annularis". The lesion on the penis is absolutely typical, and the site is a common one. The tendencies are I think for the disease to get better any way after -a time, esp'ecially if the mental condition is satisfactory.
? Parapsoriasis-Lichenoid Type.-C. H. WHITTLE, M.D.
A. E. E., aged 54, Dairy farmer. Twelve weeks' history of a papular eruption on the wrists, which spread over the arms, trunk and legs. The onset coincided with an attack of bronchitis, which was preceded by a sore throat.
Family history and previous history, nil ad rem. The eruption consists of bluish-red to brownish-red papules, from a millimetre to 2 centimetres in diameter, with frequently shiny tops and milk-white striae, resembling lichen planus. They do not itch, however, and there are none to be seen on the mucosae. They are thickly set on the forearms and thighs and less thickly on the trunk. The larger lesions, chiefly on the trunk, have become complete rings, raised bluish-red with a flat, fawn-coloured centre.
There is a collection of papules on his right shin where the skin is congested and thick and which followed a graze a week or so before the lesions appeared on the wrists.
There are some fine delicate rings on the penis. There is no glandular enlargement detectable and he feels well. Wassermann negative.
Every effort will be made to follow the subsequent history of this case. The lesions have been nresent for twelve weeks and it is early to say what they are going to do at this stage. Their annular lichen planus-like appearance has persuaded most members to regard the case as lichen planus, in spite of certain points slightly against that diagnosis. Dr. Brian Russell: I think Dr. Whittle's case might be lichen planus. 
